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Infection, ulceration or destruction of deep ti
associated with neurological abnormalities
ipheral vascular diseases in
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Objectives

® Examine the prevalence of diabetic foot co
its impact on the patient as well as the ec

rehensive Diabetic Fo
oot exams to identify

enesis of diabetic fo

re in regards to diabetic foot.
ategies to reduce the risk of diabetic

) and amputations.
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Diabetic Foot Statistics

e Diabetic foot ulcerations are one of the most common
associated w/ diabetes with a global annual inciden

idence of foot ulcers in diabetic pa

etic ulcers become infecte
ion result in amputation

ted amputations are pre

ce amputation rates 45-85%.

176B, 1/3 of which was related to lower
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Figure 1 World map showing diabetes prevalence as percent of population (colour scale), and absolute morbidity for the
years 2000 and 2030 (projected). There are geographical, and socioeconomic trends. (King et al., 1998).




In Saudi Arabia

HO Saudi Arabia is ranked 7t f
d highest in middle east and

lly 325 amputations are
ared to 741 in Riyadh an
eans an incidence rate of 2.6 per

17) Vol.68 (2), 1289-1290.


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3595872/

associated with diabetic foot

3: 489-493.
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Comprehensive Diabetic Foot Exam (CDFE)

Inside-out approach

e Shoe-gear
o

shogs_wide & deep enough to accommod

a non-constricting toe-box.
cessive wear?

(hint, pull the insoles out an
uld be a finger length of spa

worn out? Are they too constricting?

ally plantar metatarsal head region and toes, thus
ressure and frictional forces @ these locations.

pletely absent.




10

CDFE - Dermatological assessment

e Xerosis
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CDFE - Neurological assessment

* Loss of Protective Sensation (LOPS) - 1
in monofilament.

h risk factor for ulcera

n— 128 Hz tuning for
rk.




Diagnostic tests for Diabetic Peripheral Neuropathy include:
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tested with tuning fork screening test velocity
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Screening for Protective Sensation Using
The 10 gram Monofilament

How to perform the sensory examination:

* Conductin a quiet and relaxed setting.

* Begin by applying the monofilament to
the hands, elbow or forehead so that
patient what to'expect.

e Ensure that the patient can not see
whether or where the'monofilament is
being applied.

* Test the three sites on both feet shown
in the figure.

A Summary Guidance for Daily Practice 2015, based on IWGDF
Guidance Documents. DiabetesVietab Res Rev 2016;32 Suppl 1:7-
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Screening for Protective ation
Using The 10 gram Monofilament

Apply the monofilament Apply sufficient
perpendicular to the skin surface filament to b

e same site, but alternate the application with
which no filament is applied (total three

at each site if the patient correctly answers two

orrect answers — the patientd considered to
and is at risk of foot ulceration
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CDFE - Vascular assessment

® Ppedal pulses: Dorsalis pedis, posterior

r cyanosis.
e (CFT).

arison between feet.
is more useful than ABI).




4

CDFE - Musculoskeletal assessm

e Pedal deformities - Bunions, hammertoes,
bone spurs, plantar-flexed metatarsals, pes
cavus foot type, intrinsic minus foot.

ormalities - Hallux limitus,
over-pronation.

arthropathy.

y factor; typical
idfoot osseous
, “rocker-

rmth commonly
ound then most

_— s
o ——
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Key Elements of the Low
Physical ExaminatiC

Element Parameter

Inspection * QGait
* Foot morphology (Charcot arthropathy, bony prominences)
 Toe morphology (clawtoe, hammertoe, number of toes)

» Skin: blisters, abrasions, calluses, subkeratotic hematomas
or hemorrhage, ulcers, absence of hair, toe nail problems,
edema, abnormal color

e Status of nails

* Foot hygiene (cleanliness, tinea pedis)

Palpation e Pedal pulses

 Temperature (increased or decreased warmth)
Protective * Sensation to 10 gram monofilament
sensation

Footwear * Exterior: signs of wear, penetrating objects

* Interior: signs of wear, orthotics, foreign bodies

32. Foot Care
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Pathogenesis of ulceration

e The most common pathway to ulceration: Neuropathy
precipitating factor) 2 Pedal deformity 2> Traum
repetiti icrotrauma: pressure, friction, and sheari

, 40: S88-5-98.




Diabetes

mellitus

Motor neuropathy Sensory rﬂél.lrop:—zthy

Foot deformity Loss of protective

sensation

Biomechanical
abrnormalities

Pathway to diabetic foot ulceration

Autonomic neurcopathy

Decreased sweating

Dry skin

Repetitive
external or
mMminor traurma

Subcutanecus
hemorrhage)

Peripheral
artery
disecase
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International Working Group on the Dia
Foot (IWGDF)
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Cornerstones of Prevention

f the at-risk foot.
nd examination of the at-ri
mily, and healthcare prov
priate footwear.

ve signs
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IWGDF 2015 Risk Classification

Category Characteristics

No peripheral neuropathy

Peripheral neuropathy

Peripheral neuropathy + PAD &/or
foot deformity

Peripheral neuropathy & history of
ulceration or amputation

Frequency

Once a year

Once every 6 months
Once every 3-6
months

Once every 1-3
months
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ADA Standards of Medical Ca iabetes
2017 - Footcare Recommendations

. Perform a comprehensive foot exam @ least annu
s for ulceration and amputation.

iabetes should have their fee

eration, amputation, Cha
tinopathy & nephropathy,
pathy (numbness, burning)

m, Neuro, Vascular, and

10g SWMF and another (vibratory).
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Prevention Recommendations

® Comprehensive Diabetic Foot Examinatio

sification to make appropria
f visits/exams.

visual foot inspection
hysician visit.

inspection + LOPS scre
zed risk level, referral ma
DFE.

shoes/insoles to prevent
guently amputations.
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Educate People with Diabete
Foot Care - The “DO’s”

Check your feet every day for cuts, cracks, bruises, blisters, sores, infections, unusual
markings

Use a mirror to see the bottom of your feet if you can not lift them up

Check the colour of your legs & feet — seek help if there is swelling, warmth or redness

Wash and dry your feet every day, especially between the toes

Apply a good skin lotion every day on your heels and soles. Wipe off excess

Change your socks every day

Trim your nails straight across

Clean a cut or scratch with mild soap and water and cover with dry dressing

Wear good supportive shoes or professionally fitted shoes with low heels (under 5cm)

Buy shoes in the late afternoon since your feet swell by then

Avoid extreme cold and heat (including the sun)

See a foot care specialist if you need advice or treatment
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Educate People with Diabete dper Foot
Care - The “DON’ Ts”

Cut your own corns or callouses, nor treat your own in-growing toenails. See your
doctor or foot care specialist

Use over-the-counter medications to treat corns and warts

Apply heat with a hot water bottle or electric blanket — may cause burns unknowingly

Soak your feet or use lotion between your toes

Take very hot baths

Walk barefoot inside or outside

Wear tight socks, elastics or knee highs

Wear over-the-counter insoles — may cause blisters if not right for your feet

Sit for long periods of time

Smoke




m Look for it!

lycaemic control

urologist

ilatry/orthotic input
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Diabetic Foot Ulcer Tred
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» Microbiological control

ol
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Amputation in Diabetic all

» Increased minor/major amputation increas

t

is needed :

ement
foot deformities

n’t significantly compromise walking
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Major Amput

» || Risk of loss walking ability

lateral amputation

he level
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Management - Medical

| Progression of disease
smoking
Isposing factors
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Management - Medical

| progression of disease

irin / ticlopidine / clopi
ersantin )
Trental )

etoz)
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Management - medical

| progression of disease

heck renal functions
use constipation
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Management - intervention

Endovascular

gioplasty +/- Stent

oro-femoral
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Management Algo the s

Diabetic Foot Lesion

pus/wet gangrene

lon, degree of neuropathy,
hanical abnormalities
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assess perfusion, degree of neuropathy,
mechanical abnormailities

|

ably adequate perfusion
ABI >0.5 and
ressure 40-60mmHg

|

cular intervention no vascular intervention
try/orthotic care podiatry/orthotic care
cal procedure * local procedure

success

SUcCcess
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